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a  b  s  t  r  a  c  t
Left  precordial  chest  pain  (LPCP)  evokes  above  all angina.  Eliminating  a cardiac  origin  is  then  always
the  ﬁrst  priority.  When  cardiac  causes  are  eliminated,  non-cardiac  causes  are  sought  in  order  to  avoid
leaving  patients  with  undiagnosed  or undifferentiated  chest  pain. There  is a myriad  of  non-cardiac
causes  ranging  from  heartburn,  panic  attacks,  pleurisy,  pulmonary  embolism,  pneumothorax,  Tietze  syn-
drome,  bruises  and  fractures  of the  ribs,  to spine  meningioma,  neuroma,  herniated  disk  and impairmenteywords:
ngina
seudo-angina pain
agnetic resonance imaging
ardiac
eningioma
of  the  nerve  roots.  Although  clinical  presentation  and  characteristics  of the  pain  are  usually  help-
ful  in  diagnosing  the cause, conducting  magnetic  resonance  imaging  of  the spine  may  be  of a  high
utility  in  some  situations.  Here  we  report  a case  of  chronic  angina-like  LPCP,  caused  by a  thoracic
meningioma.
<Learning  objective:  In  cases  where  no  cardiac,  pulmonary,  or digestive  causes  were  detected,  the
management  of left  precordial  chest  pain  should  deﬁnitely  include  spine  magnetic  resonance  imaging.>
© 2013  Japanese  College  of  Cardiology.  Published  by Elsevier  Ltd.  All  rights  reserved.ntroduction
Causes of precordial pain may  vary from life-threatening con-
itions such as cardiac attacks or pulmonary embolism to some
elatively more benign conditions such as gastro-esophageal reﬂux,
anic disorders, or shingles [1–3]. Left precordial chest pain (LPCP)
vokes above all angina, especially when occurring in a patient with
ultiple vascular risk factors [4]. Eliminating a cardiac origin is then
lways of a high priority [5,6].
However when cardiac causes are eliminated, non-cardiac
auses should be obstinately sought in order to avoid leaving some
atients with undiagnosed or undifferentiated chest pain [7,8].
lthough clinical presentation and characteristics of the pain are
sually helpful in diagnosing the cause, conducting magnetic res-
nance imaging (MRI) of the spine may  be of a high utility in
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ttp://dx.doi.org/10.1016/j.jccase.2013.09.010some situations. Especially in situations where LPCP would be
generated by pathology of thoracic spine, spinal cord, or nerve
root such as disk herniation, arthritis, neuroma, meningioma,
syringomyelia, osteochondrosis, or other neurological impairment.
Here we  report a case of chronic pseudo-angina LPCP, caused by a
dorsal meningioma in a patient with cardiovascular risk factors.
Case report
An 83-year-old overweight woman with medical histories
of hypertension, hypercholesterolemia, and diabetes, expe-
rienced a LPCP for several months. The characteristics of
the pain can be detailed as following using the mnemonic
“SOCRATES”:
S – site: left infra-mammary region;
O – onset: gradual;
C – character: a burning pain with heat and pressure sensations;
R – radiation: radiating to the back and the sternum;
A – alleviating/associating factors: alleviated by lying in an idle
position; nausea was  intermittently reported;
T – timing: since several months;
vier Ltd. All rights reserved.
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E – exacerbating factors: aggravated by prolonged standing, pro-
longed walking, and effort;
S – severity: at 8/10 on a visual analog scale.
Neurological examination did not ﬁnd any sensorimotor deﬁcit.
ardiac examination did not reveal any sign of cardiac or respi-
atory failure. She had no dyspnea. No cardiac cause was found
espite several investigations. Electrocardiograms and cardiac
nzymes assessed at different times did not show any sign of
ardiac ischemia. Echocardiography, coronary, and pulmonary
ngiographies were normal as well as the myocardial perfusion
can. A digestive endoscopic control found no esophageal or gas-
ric cause. A well conducted anti-angina medication combining
isoprolol, valsartan, dl-lysine acetylsalicylate, nitroglycerin, and
torvastatin did not have any signiﬁcant effect on the pain. Spine
RI  revealed a small calciﬁed meningioma located in the spinal
anal at the level of the fourth thoracic vertebra (Fig. 1). There was
o myelopathy, since no spinal cord intramedullary signal abnor-
ality was noticed. The topography of the pain associated with the
egmental level of the meningioma suggested that this could be a
adicular neuropathic pain related to an infringement of the fourth
horacic nerve root. Pregabalin medication administered at a dose
f 150 mg  per day dramatically relieved the pain. The patient was
lmost free of pain sensation after about only ﬁve days of pregabalin
reatment.
ig. 1. Gadolinium enhanced T1 weighted thoracic spine magnetic resonance image
howing a calciﬁed meningioma (white arrow) located at the level of the fourth
orsal vertebrae, and displacing the spinal cord to the left.logy Cases 9 (2014) 54–56 55
Discussion
Our patient was  experiencing a neuropathic LPCP due probably
to a conﬂict between the dorsal nerve root and the meningioma
in the spine at D4 level. Such non-cardiac origin of LPCP should be
routinely checked in cases where no cardiac or digestive causes are
found. A lack of efﬁcacy of anti-angina medications should be con-
sidered as an argument for a noncardiac origin of the LPCP when
the efﬁciency of neuropathic pain-speciﬁc medications should rein-
force a neuropathic origin hypothesis. As demonstrated in this case,
spinal MRI  may  be useful in the etiological investigation of non-
cardiac LPCP since it could help to detect spine or spinal cord related
causes. LPCP pain has many causes, including those requiring spe-
cial attention. The causes of LPCP can be divided into two broad
categories: “cardiac” and “non-cardiac”. Leading cardiac causes of
LPCP are myocardial infarction, angina, pericarditis, and aortic dis-
section. The non-cardiac causes of LPCP are widely heterogonous
including heartburns, panic attacks, pleurisy, pulmonary embolism,
pneumothorax, and Tietze syndrome [9,10]. Bruises and fractures
of the ribs, as well as impairment of the nerve roots can cause LPCP.
A dorsal spine or spinal cord abnormality such as disk herniation,
neuroma, meningioma, or osteochondrosis of the cervical and tho-
racic spine could lead to LPCP and intercostal neuralgia. In these
latter conditions, the diagnosis can be conﬁrmed by conducting MRI
of the spine. LPCP caused by a dorsal meningioma is unusual. The
routine management of LPCP should deﬁnitely include spine MRI
in cases where no cardiac, pulmonary, or digestive causes were
detected. MRI  of the spine could determine the cause of LPCP, if it
is caused by an infringement of the nerve roots or the presence of
herniated disk, neuroma, or meningioma. Meningiomas are benign
tumors arising from arachnoid cells. Spinal meningiomas are rela-
tively rare compared to the intracranial meningiomas, accounting
for approximately 1.2% of all meningiomas of the central nervous
system [11]. Spinal meningiomas are more common in elderly
patients. The symptoms may  range from local pain to evidence of a
myelopathy such as gait disturbance or motor weakness. Resection
of a spinal meningioma is usually not difﬁcult, but if the tumor is
located ventral to the spinal cord and calciﬁed, surgery may  become
more difﬁcult [11].
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